Dr. M A Taher:
Barium meal showed stomach is normal in size, no ulcer crater or filling defect seen, no outlet obstruction is seen ( Figure 2) . No ulcer or deformity of bulb or loop was seen in duodenum. Follow through showed stomach emptied in normal time. Propulsion of meal took place through the small gut. Jejunal loops, ileal loops, ileocaecal gut were normally visualized, no organic lesion was seen.
Dr. Wahiduzzaman Mazumder:
Upper GI endoscopy showed the mucosa of esophagus, fundus, body and antrum of stomach appeared normal ( Figure 3 ). The bulb, postbulber area appeared normal. Multiple nodular swelling seen at the second part of duodenum and the histopathology report was normal. 
Differential Diagnosis

Dr. A. S. M. Bazlul Karim:
Intestinal tuberculosis
Chronic diarrhea is one of the most common presentations of intestinal tuberculosis. Diarrhea due to mucosal ulceration may be seen in gastrointestinal tuberculosis 1, 2 particularly in patients with ileocecal with or without jejunal tuberculosis. Diarrhea is observed in as high as 76% of patients with intestinal tuberculosis. Organisms involved in intestinal tuberculosis are Mycobacterium tuberculosis and M. bovis. 3 The primary intestinal tuberculosis is usually caused by M. bovis. It commonly involved in the ileocecal region (64-90%) particularly the terminal ileum followed by the jejunum (16%). The final clinical diagnosis is based on the combination of clinical history (fever, anorexia and weight loss, diarrhea, hematochezia and malabsorption, abdominal pain, and distention and vomiting) with endoscopic studies, culture and polymerase chain reaction (PCR) for M. tuberculosis, histopathological findings, radiological investigations (barium meal, follow through, enema) and response to therapy. The histological hallmarks of tuberculosis are confluent, caseating granulomas containing acid fast bacilli and surrounded by lymphoid tissue. 1, 3, 4 These are found in all the layers of intestinal wall and in the regional lymph node. 6 Abdominal radiographs may show signs of obstruction (presence of multiple air-fluid levels and dilated loops of the gut) and/or perforation (air under diaphragm), calcification in the abdominal lymph nodes. Contrast studies are more beneficial to demonstrate the intestinal mucosa. For an accurate diagnosis, a high clinical index of suspicion is also necessary. [5] [6] [7] Inflammatory bowel disease Dr. Akter: Chronic diarrhea is a common presenting feature of inflammatory bowel disease. In the case of inflammatory bowel disease, bloody diarrhea with abdominal pain occurs. But our patient has watery diarrhea not associated with passes of blood and abdominal pain. He has no extraintestinal manifestation, any perianal lesion which is common in inflammatory bowel disease mainly Chron's disease. Inflammatory bowel disease is diagnosed by a good clinical history with colonoscopical and biopsies findings (macroscopically shows bowel BSMMU J 2019; 12: 32-38 33 
C B A
Women who are already taking HIV medicines should continue taking those HIV medicines throughout their pregnancies. The risk of mother-to -baby transmission of HIV is more during the vaginal delivery when a baby passes through the birth canal and is exposed to any HIV in the mother's blood and other fluids. A scheduled cesarean delivery can reduce the chance of motherto baby transmission of HIV in a HIV infected women. Cesarean delivery is scheduled at the 38 th week of pregnancy or 2 weeks before a woman's expected date. By taking these measures the risk of mother to child transmission can be lowered 2% or less. Dr. Wahiduzzaman Mazumder: Chronic diarrhea is one of the most common gastrointestinal symptom of AIDS, classic enteric pathogens and different opportunistic agents both are responsible for this event. 14, 15 Chronic, well-established diarrhea, persisting longer than 1 month, for which no infective agent can be identified after a complete evaluation, in patient with documented advanced HIV infection is termed as AIDS enteropathy. [16] [17] [18] [19] Here, malabsorption and severe wasting occur together that's why it is also called wasting disease. 20 Chronic diarrhea affecting nearly 60-80% of patients with the HIV. It is a more common manifestation close to 100% of advanced HIV disease in developing countries. 21, 22 AIDS enteropathy was first described by Kotler and colleagues in 1984 in patients with no identifiable pathogen but with diarrhea and malnutrition. The mucosal surface of gastrointestinal tract acts as an important barrier that protects against pathogenic organisms. But in HIV infected individual normal defense mechanisms are destroyed (manifest as villous atrophy, crypt hyperplasia, and villous blunting), leading to a wide range of clinical and pathogenic consequences. The pathophysiology of the AIDS enteropathy is a complex, 21, 23 the exact mechanism is unknown. The immunologic alteration can affect the gut in different ways. First one is the disequilibrium of the total immune system in AIDS patients, resulting from the depletion of CD4 helper T lymphocytes and the diminution in the ratio of CD4 to CD8. As a consequence of these events, frequent opportunistic infections occur in the gut with enteric organisms. 14 In healthy individuals, enteric secretory IgA prevents the adherence of potential pathogens to the gut epithelial surface but in HIV-infected patients, this event does not occur. So, cellular immune responses are impaired in the gut-associated lymphoid tissue. 22, 24 Another explanation is the HIV itself that does not seem to directly infect enterocytes. It may have an indirect effect via cytokines and multiple inflammatory mediators, released from the infected mononuclear cells, enterochromaffin cells and lymphocytes of the lamina propria. The intestinal mucosa of HIVinfected individuals is rich in cytokines like TNFα, IL-1β, and IFNγ. These are responsible for the induction of active Cl -secretion or could directly affect the integrity of the mucosal surface, leading to villous atrophy and crypt atrophy or hypertrophy and possibly resulting in malabsorption, diarrhea, and weight loss. 14 Some studies show that the incidence of epithelial hypoproliferation and dysmaturation has been found to be higher in HIV-infected patient without secondary intestinal infection. 25 The clinical presentations mainly depend on which part of the gastrointestinal tract involved. Candida and Herpis commonly involved the oral cavity, esophagus and stomach, cause loss of appetite, dysphagia and weight loss. When organisms involved the intestine, it causes diarrhea. Small bowel diarrhea is characterized by large volume postprandial diarrhea (more than one per day) with associated dehydration, paraumbilical pain and weight loss. There is absence of tenesmus (painful defecation), white cells or gross blood in the stools and improved with fasting. Large bowel diarrhea is characterized by frequent, small-volume stools without dehydration, accompanied by lower quadrant or suprapubic abdominal pain and visible blood and mucus may be present in the stool. 21, 26 The most common opportunistic pathogens identified among the HIV patient with chronic diarrhea are the microsporidia, cytomegalovirus, cryptosporidia and M. avium complex.
Microsporidiosis may cause profuse watery diarrhea, weight loss, and abdominal pain, but no fever or loss of appetite. It is responsible for 15 to 20%, 21 14 to 60% 27 of all chronic unexplained diarrhea in patients with AIDS, especially those with CD4 <100 cells/mm 3 . Diagnosis of microsporidiosis can be made by the examination of unconcentrated stool specimens with Weber's modified trichrome stain or small bowel biopsy with hematoxylin and eosin stain or transmission electron microscopy. Transmission electron microscopy has been considered the gold standard. Several recent studies have shown the sensitivity of the hematoxylin and eosin stain to be 83% with a specificity of 95% as compared to transmission electron microscopy. No specific treatment is available in patient with microsporidiosis, treated with the combination of highly active antiretroviral therapy and albendazole 400 mg orally twice daily and continue until CD4 Tcell count ≥200 cells/uL for more than 6 months after initiation of highly active antiretroviral therapy along with empiric antidiarrheal agents and nutritional support. 21, 26, 27 Cryptosporidium parvum is a protozoan parasite which causes chronic, intractable diarrhea in AIDS patient; especially those with a CD4 count <150/ mm 3 whereas HIV-infected patient with CD4 counts ˃200 cells/mm 3 it causes self-limited diarrheal illness. Cryptosporidial infection has a predilection for the proximal small bowel and causes profuse, watery, non-bloody diarrhea leading to fluid and electrolyte depletion. Diarrhea is usually accompanied with paraumbilical abdominal pain, nausea, and vomiting. It also causes non-specific thickening of the duodenum, jejunum and proximal ileum. The diagnosis of cryptosporidiosis is usually made with acid fast stain of concentrated stool and a specific enzyme immunoassay or immunofluorescence antibody test for cryptosporidia. By CT scan, we can identify multiple loops of fluid-filled and thickened small bowel loop. Nitazoxanide along with antiretroviral treatment may be used for AIDS patient with cryptosporidiosis recommended by Centers for Disease Control and Prevention. Combination of azithromycin plus paromomycin can also be used. Other drugs including spiramycin, azithromycin, clarithromycin, roxithromycin, letrazuril, and bovine immune concentrate are under research.
21, 26, 27
Cytomegalovirus is a frequent cause of diarrhea in AIDS patients. It may be responsible for 10 to 20% of debilitating chronic diarrheal illness and also causes colitis in advanced HIV infection where CD4 count is almost always <50 cells/mm 3 . Patient with cytomegalovirus infection present with chronic watery diarrhea in 80%, abdominal pain in 50% and fever in 39-80%. Esophageal ulcerations may be the only manifestation. It may be associated with bile duct obstruction and intrahepatic sclerosingcholangiitis (AIDS cholangiopathy). The diagnosis is made by the demonstration of intranuclear cytomegalovirus inclusions (Cowdry Type A) on colonic biopsy; multiple biopsies may be required. Cytomegalovirus treated with intravenous ganciclovir or foscarnet oral valganciclovir used as maintenance therapy. 21, 26, 27
M. avium complex infection is associated with diarrhea, weight loss, fever, severe anemia and generalized abdominal pain, particularly right upper quadrant pain related to hepatic infiltration. The diagnosis of M. avium complex is made by acid fast bacilli culture of blood or stool, while endoscopic biopsy demonstrate foamy macrophages in the lamina propria, containing numerous acid fast bacilli. Combination chemotherapy (particularly ethambutol and clarithromycin) are used for the treatment of M. avium complex in the gut.
21, 26-28
For the diagnosis of chronic diarrhea after taking a detailed history and thorough physical examination, we will do some investigations. At first, we send multiple stool samples (at least 3) for the culture for Shigella, Salmonella, Campylobacter, ova and parasite examination, assay for Clostridium difficile toxin, smears for acid fast bacilli and culture for M. avium complex. Routine blood culture and M. avium complex blood culture should be done if the patient is febrile. If no pathogen is identified by the above mentioned investigations, endoscopy is indicated, especially the patient with fever, weight loss, and CD4 count ˂200 cells/mm 3 . If there is the presence of distal colorectal symptom or fecal leukocytes, colonoscopy is indicated. 29 In the treatment of HIV-related diarrhea along with highly active antiretroviral therapy, we should include general measures such as maintaining adequate hydration and good nutrition. Patients should be encouraged to take adequate sugar and electrolyte-rich fluids. If necessary, an elemental diet or nutrient formula containing medium chain triglycerides can be used but the patient must be cautioned against the use of caffeine, fat and lactose containing food; also increases the soluble fiber consumption. The benefit of the use of antidiarrheal agent like loperamide, diphenoxylate with atropine, codeine phosphate are controversial. Multiple nonstandard therapies including non-steroidal antiinflammatory agents, parenteral hyperalimentation, and the use of somatostatin analogs such as octreotide are also recommended. If any enteric pathogen is identified, then treatment should be done accordingly. 30-34
Follow-up
The patient was followed up every 6 months. Clinically the improvement of presenting complaints like diarrhea, fever, weight loss were observed. Some of the laboratory tests like CD4 count, complete blood count, renal function tests, liver function tests were done. Along with these we do the HIV RNA level at 4 weeks and 3-4 months after initiation of therapy, and then 3-6 monthly.
Final Diagnosis
Acquired immune deficiency syndrome (AIDS)-Clinical stage 3
